Percutaneous repair of the ruptured tendo Achillis
Sir, We read with interest the article by Webb and Bannister 1 in the September 1999 issue describing a modification to the technique of percutaneous repair of tendo Achillis which is intended to reduce the risk of injury to the sural nerve. We agree that a prospective study comparing this with other standard techniques is essential to determine its role in the management of rupture of tendo Achillis.
They describe a regime of six weeks in a cast after operation. Several other studies [2] [3] [4] [5] [6] [7] have shown that functional treatment with early movement using dynamic bracing does not compromise the operative repair and produces results which are better than those of immobilisation of the ankle. Functional treatment allows earlier return to work and sporting activities with higher patient satisfaction. We believe this to be the optimum method of postoperative management of the repaired tendo Achillis. Adherence to an outdated regime may make it more difficult to demonstrate the benefits of any new surgical method. Perhaps it may be possible for these authors to take account of this in their further studies.
Work practice and histopathological changes in the tenosynovium and flexor retinaculum in carpal tunnel syndrome in women
Sir, It is with some concern that I read the conclusions of the article by Chell, Stevens and Davis 1 entitled 'Work practice and histopathological changes in the tenosynovium and flexor retinaculum in carpal tunnel syndrome in women' in the September 1999 issue. While I acknowledge the difficulties in producing any research on the subject of occupation in relation to disorders of the upper limb which will stand up to rigorous scientific appraisal, I do not believe that the conclusions stated can be drawn from the research undertaken.
There are a number of deficiencies. First, it would appear that the group of patients in which there may have been a relationship between high force with repetition and the presence of carpal tunnel syndrome numbered only seven. In the other group in which an association would not be expected there were 51. I believe that this imbalance seriously flaws the conclusion.
Secondly, careful review of the results seems to confirm the contention that in certain circumstances repetitive, forceful acts can lead to tenosynovitis, which in turn can give rise to carpal tunnel syndrome. For example, the authors report the case of a horse handler in whom they found a marked inflammatory cell infiltrate. Also, they note that certain non-occupational yet repetitive acts can aggravate symptoms in carpal tunnel syndrome, examples being knitting, sewing and gardening, and they report an association between these hobbies and the presence of tenosynovial fibrosis. I would, however, remind them that many people earn their living undertaking such activities.
Finally, chronology is of the essence in work-related disorders of the upper limb. While this may seem somewhat pedantic the authors make no mention of any time lag between cessation of working and surgery. If this time period is sufficiently long it may well be that any inflammatory response has subsided.
It is commonly stated that there is very little scientific evidence to show that any work activity can produce problems in the upper limb. While I would agree with this I also believe that the converse is true, more specifically that there is no evidence that they do not. The authors are to be congratulated in their attempts at bringing some science to this difficult area but I do not believe that they have added anything further to our knowledge at this time. 
Authors' reply:
Sir, We thank Mr Trail for his interest in our paper. We agree that there were few cases in the high force/high-repetition group, but this reflects the work practices of women. Those tasks which are believed by some doctors to cause carpal tunnel syndrome in women were well represented in the study.
To investigate whether heavy manual work influences the histopathology of the carpal tunnel would require a similar study of men, and this is presently ongoing.
The case of the horse handler in whom there was no resolution of symptoms after carpal tunnel release was highlighted since this was the only example of the presence of an inflammatory cell infiltrate. It is possible that there was a different underlying pathology, such as a mild inflammatory arthropathy, and we urge Mr Trail not to place excessive importance on this isolated instance. We also appreciate that some individuals may earn a living from their hobbies, but this did not apply to the population studied. We are unable to explain why there was an association between certain hobbies and tenosynovial fibrosis, but not between work content and this factor.
All the women studied were doing their normal work until the time of surgery and complained of persisting symptoms. Therefore we hope that any histopathological change due to work practices was still present.
Finally, we disagree with Mr Trail's opinion that our study has not added anything further to our knowledge of the influence of work on the carpal tunnel syndrome in women. It has shown that myxoid degeneration of the flexor retinaculum may be influenced by work, but that this has no obvious effect on the tenosynovium. 
Disarticulation at the ankle using an anterior flap
Sir, We read with interest the article in the July 1999 issue entitled 'Disarticulation at the ankle using an anterior flap' and wish to make the following observations.
Over a period of nine years, we have performed disarticulation of the ankle using an anterior flap after primary radical debridement in 42 patients needing amputation of the foot following injury by land mines. The wound healed in two weeks without any complications in all patients. They were mobilised using a cylindrical bootee for walking indoors in the third week. After 1 to 1.5 months a plastazote pad was placed on the stump for the fitting of a prosthesis. When walking outdoors the patients used a prosthesis which combined partial end-bearing and partial weight-bearing on the patellar tendon. Ground contact and standing without a prosthesis were also acceptable. Early fitting of the prosthesis made it unnecessary to open a window on the socket and it was easier to accommodate the slender stump. We did not encounter problems of the flap slipping from the stump as may be seen in a conventional Syme amputation. All the patients were satisfied with their prosthesis. Ankle disarticulation with an anterior flap rather than transtibial amputation should be used in patients with amputation of the foot as a result of injury since a conventional Syme amputation cannot be undertaken when there are injuries to the heel.
S. ATESALP, MD C. YILDIZ, MD Gülhane Military Medical Academy Ankara, Turkey. 
Author's reply:
Sir, We thank Drs Atesalp and Yildiz for their comments. The patients reported in our paper with one exception were elderly and one further 74-year-old patient has been treated with a satisfactory result. It is pleasing to hear that younger patients also have a satisfactory outcome in terms of healing and function. The prostheses supplied to our patients all had a fitted sleeve liner, which is a plunge fit in a resin socket, with mixed end and patellar-tendon weight-bearing. Since the length of the stump is slightly less than that of the conventional Syme amputation, it allows space for a multiaxial ankle mechanism. For the younger patient gait and function are particularly important and the comparison with a transtibial amputation and patellar-tendon-bearing prothesis will be crucial. In the elderly the ability to stand and take a few steps indoors without any prosthesis is perhaps a more important consideration.
K. P. ROBINSON, MS, FRCS Queen Mary's Hospital London, UK.

Plain radiography in the degenerate knee
Sir, We read with interest the paper in the July 1999 issue by A. P. Davies et al entitled 'Plain radiography in the degenerate knee: a case for change'. While it is clear from the radiographs that the posteroanterior view in 30° of flexion shows more significant changes, we wonder if this actually altered the management of any of their patients. The decision to offer total joint arthroplasty should be made on the basis of symptoms and informed consent, not radiographs alone, no matter how severe the radiological changes. 
Author's reply:
Sir, We thank Mr Sutherland and Mr Baker for their interest in our paper. The management of any orthopaedic patient is of course based on a thorough history, complete examination and appropriate investigations. We would not and did not suggest otherwise.
As a profession we are privileged to be able to request investigations involving radiation exposure to our patients. It behoves us to request the investigations which provide the most useful information for the least radiation exposure. Exchanging the fully-extended weight-bearing posteroanterior radiograph for a weightbearing view in 30° of flexion achieves this objective.
A. P. DAVIES, MRCS Norfolk & Norwich Health Care NHS Trust Norwich, UK.
Biomechanical comparison of fixation of type-I fractures of the lateral tibial plateau
Sir, I read with interest the paper by Parker et al 1 in the May 1999 issue entitled 'Biomechanical comparison of fixation of type-I fractures of the lateral tibial plateau'.
The authors concluded that adding an antiglide screw or a third lag screw did not provide any biomechanical advantage in stabilising type-I fractures of the lateral tibial plateau, but they did appreciate that the results may have been biased in that the tibiae tested were from elderly donors. I believe that another possibility should be considered. In specimens 2 and 11, the yield loads in the tibiae of the treatment group were obviously lower than those of the control group. It is likely that this was caused by factors other than the additional screw, such as the differing bone quality of the two tibiae of the same subject. Although these factors may affect the other pairs, it does not mean that the interfering elements are balanced in the two groups. One method of decreasing the effects of the interfering elements is to abandon the special values after careful analysis. Interestingly, when I omitted specimens 2 and 11, I drew a completely opposite conclusion in that the differences were both statistically significant (p < 0.05). Another method of balancing the interfering elements is to increase the number in the sample and to draw a reliable conclusion; a larger sample is therefore needed. 
Authors' reply:
Sir, We thank Dr Tan for his comments on our paper. We agree that adding more specimens to our study would have increased the statistical power and may have resulted in the ability to show significant differences between the treatment groups. A power analysis suggested 263 paired tibiae may have given sufficient statistical power to show significance, but obtaining these for this purpose would be a phenomenal waste of resources.
More importantly, however, is the issue of clinical significance. Even if we had removed specimens 2 and 11 from our data set, there would still be a maximum mean difference between the treatment groups of only 147 N. Although removing these specimens may have resulted in statistically significant differences between groups, 147 N is at most one-third of the body-weight, hardly a clinically significant increase in the weight-bearing capacity of the repair. Furthermore, culling specimens from a data set is highly inappropriate, particularly if based on speculated differences in bone density between right and left tibiae from a given donor. We are unaware of any reports in the literature which suggest that there are such differences in bone density. We did not measure bone density and therefore cannot comment on the role that it may have played in our results. Our specimens were harvested from elderly donors and therefore the bone density and strength were likely to be lower than those from a younger population. The weakness of conducting experiments in vitro on cadaver tissue is that the donor population is typically elderly. The only way to establish definitively whether or not adding a third screw is effective in repairing fractures of the tibial plateau is by carrying out a randomised, prospective study in vivo. Our in vitro biomechanical study suggests that if such a study were done and a difference found, it is likely to be clinically irrelevant. There were two main differences between the study groups, namely the method of fixing the osteotomies and the postoperative management. We suggest that the latter was the main determinant of the result rather than the former. The paper shows that patients who are allowed to mobilise weight-bearing in a soft shoe do better than those who are kept non-weight-bearing in a plaster boot for six weeks, which is not surprising. If the authors had wanted to test the stability of the osteotomies themselves it would have been necessary to standardise the postoperative regime. Presumably, they felt that this would have been unethical in view of their earlier biomechanical results, 2 and those of Shereff, Sobel and Kummer, 3 but this prejudges the outcome of the study. We doubt if this would have been unethical since several clinical studies [4] [5] [6] of the Mitchell osteotomy have shown a relatively low rate of malunion and transfer metatarsalgia. The foot may have a larger capacity to withstand suboptimal mechanics than in vitro studies suggest.
We suggest that the authors repeat the study comparing the screw-fixed osteotomy with suture fixation in the same postoperative regime, or, if the biomechanics are felt to preclude this, comparison may be made with another osteotomy which is stable on weight-bearing, such as the distal chevron procedure 7 .
